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G 000 INITIAL COMMENTS G 000

 This visit was a home health federal compliant 

investigation survey.

Complaint #:  IN00103106  Unsubstantiated: Lack 

of sufficient evidence.

Facility #:  005865

Survey Dates:  03/08/12

Medicaid Vender #:  200237950

Surveyor:  Marty Coons, RN, PHNS

Nurse Care, Inc. is in compliance with the 

Conditions of Participation 42 CFR 484.10 Patient 

Rights; 484.18 Plan of Care and 484.30 (a) 

Nursing Service as was related to the complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

March 19, 2012
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